Objectives: To explore and theorize how patients perceive, interpret, and react in health behavior promotion situations in primary care and to investigate patients' role in implementation of lifestyle promotion illustrated by typologies.
Introduction
The implementation of healthy lifestyle promotion in primary care has not been optimal, i.e., the promotion of physical activity, tobacco cessation, a balanced diet, and moderate alcohol intake. Rates of lifestyle promotion in primary care vary internationally from a few percent to about 50% [1] [2] [3] [4] . However, similar to other European countries, almost every second Swede engages in at least one health-compromising behavior and would potentially benefit from lifestyle promotion [5, 6] .
The challenge in implementing lifestyle promotion has mainly been explained by contextual factors inherent in the organization, practitioner-related factors, and attributes of practice methods [7] [8] [9] [10] . Furthermore, barriers to implementing lifestyle promotion include willingness of the clinician, lack of time, and lack of training and knowledge [11] [12] [13] [14] .
Interventions to facilitate implementation have therefore primarily focused on altering clinical behavior, redesigning organization systems, or generating implementation guidelines [15] [16] [17] [18] [19] [20] .
Practitioner-level interventions, e.g., group education, reminders, or multifaceted interventions, have been shown to have a small to moderate effect on implementation. The evidence underlying organizational interventions, e.g., revised computer systems, has been limited [17, 19] .
However, depending on how successful implementation is defined, different factors are deemed important to investigate. If implementation is defined as simply giving lifestyle advice, patients become receivers and their role in the implementation process is less important.
However, if implementation is defined as the exchange of information and strategies for lifestyle change, patients become a vital stakeholder in the implementation process. Indeed, there are studies indicating that patients indirectly and directly influence the implementation of lifestyle promotion.
For example, fear of offending or being perceived as judgmental has been found to hinder practitioners from bringing up lifestyle with patients [21, 22] . Patients' attitudes and behaviors regarding healthy living have been found to influence the implementation of lifestyle promotion [12, 23, 24] . For example, patients who explicitly express readiness to change are more likely to receive advice and recommendations regarding healthy living [22] . Furthermore, patients have been reported to initiate discussions about healthy living thus influencing implementation directly [21] [22] [23] . Also, patients differ in their preferences on lifestyle promotion, e.g., level of support and information, which may influence how lifestyle promotion is implemented [25] . However, there is a knowledge gap on the mechanisms whereby patients influence the implementation process of lifestyle promotion.
This study aimed to explore and theorize on how patients perceive, interpret, and react in healthy lifestyle promotion situations in primary care. Built on a patient perspective, the aim was also to investigate patients' role in implementation of lifestyle promotion illustrated by typologies. Findings could improve future efforts to implement lifestyle promotion in primary care.
Methodology
Grounded theory [26] was chosen using qualitative interview data. Grounded theory stresses rigor throughout the research process, from study design to data collection and analysis, resulting in the generation of a substantive theory. By using grounded theory, social processes and interactions between patients and practitioners can be explored from a patient perspective.
Informants and setting
Informants were recruited from six primary care centers located in eastern Sweden, a region with approximately 411 000 inhabitants. Purposive sampling was used to generate a participant pool. Invitations were posted to patients with information and details on the confidentiality of the research project. Informants expressed their interest by telephone, e-mail, or using the reply slip attached to the invitation. The criterion for participation was the ability to speak and understand Swedish.
There were two stages of recruitment. The first stage aimed to recruit patients who had experienced extended lifestyle promotion, i.e., counselling. It was thought that these patients would offer rich data on the lifestyle promotion situation. Primary care registers of patient visits were used to identify these patients. Invitations were sent out to all patients (n=42) who had experienced extended lifestyle promotion in the previous 4 weeks. Six informants (3 women and 3 men) showed an interest and were interviewed. The second recruitment stage aimed to maximize the theoretical scope by recruiting informants with varied experience of lifestyle promotion. A random selection of 250 registered patients of varied age and gender were sent invitations; 33 (23 women and 10 men) showed interest. The first author contacted everybody who was interested in taking part to provide information about the study and to gather descriptive data: age, gender, occupation, education, and experience of lifestyle promotion. Eight (4 women and 4 men) opted out or could not be reached. Sixteen (12 women and four men) were selected for interview all of whom took part. The descriptive data and initial contact were used for theoretical sampling, i.e., to recruit informants who could provide data that advanced the analysis, in accordance with grounded theory [26] . After 20 interviews, two subsequent interviews did not offer any new data, which suggested that theoretical saturation had been reached.
Totally, twenty-two informants (15 women and 7 men) took part in interviews. Ages ranged from 30 to 78 years. Informants included individuals with varied lifestyles and experience of lifestyle promotion, as well as individuals who had initiated lifestyle promotion themselves and those that had not; the characteristics of the informants are presented in Table   1 .
Data collection
Interviews and data analysis were carried out from May 2012 to September 2013 by KT. Informants could choose interview location and mode, i.e., face to face (n=12) or by telephone (n=10). The informants were asked to speak freely about two topics: experience of lifestyle change and experience of healthy lifestyle promotion in primary care. Sub-questions were prepared and used as prompts if needed, e.g., "how did it feel to talk about your lifestyle?" However, the sub-questions changed during data collection and analyses, as categories emerged and were explored further in subsequent interviews. The interview guide was continuously adapted in accordance with grounded theory [26] . Interviews were audiorecorded and transcribed verbatim and lasted between 40 and 75 minutes. Thoughts and perceptions that had surfaced during the interviews were recorded in field memos, which complemented the interview transcripts. Data collection and analysis were intertwined.
Data analysis
Research techniques such as open coding, constant comparison, memos and theoretical coding were used in accordance with grounded theory [26] . Transcribed interviews were initially coded (using open coding) line by line. Indicators and incidents relevant to the aim were grouped together to form categories. During a continuous analysis process, categories that had emerged were either confirmed or modified, and new categories were identified. Analysis of how categories related to each other was carried out using theoretical coding. Throughout the process, constant comparison was used between and within transcripts, codes, and categories. Analysis of the data guided further data collection by exploring identified codes and categories in subsequent interviews. Memos were used throughout the data collection and analysis to record observations, thoughts, ideas, interpretations, hypotheses and questions.
Theoretical memos were used during the analysis as worksheets to keep track of ideas and thoughts during the analysis. Data analysis was predominantly a collaborative effort between KT and BK. A progressive analysis process was used whereby KT carried out the initial analysis, which was then discussed by KT and BK. Subsequently, KT carried out more interviews and analysis, which was followed by more discussions between KT and BK, and so forth. Preliminary analyses were presented to PB and were discussed recurrently with all authors. In the case of disagreement, the authors revisited the data and aimed to reach consensus after further discussions.
Ethical considerations
The research project received the approval of the local Central Ethical Review Board (DNR: IMH-2009-00335).
Results
A substantive theory of being healthy emerged from data including three interconnected categories: conditions for being healthy, managing being healthy, and interactions on being healthy; these formed the core category: being healthy (Fig. 1) . Two of the categories (conditions for being healthy and managing being healthy) were continuous processes that changed over time. Lifestyle promotion, or interactions on being healthy, could be a single or recurring event. The categories occurred in three phases all relevant to the implementation process: before, during, and after meeting with practitioners. A typology was generated including four patient types: resigned, receivers, coworkers, and leaders (Fig. 2) . The processes for these types differed before, during, and after lifestyle promotion, and ultimately how being healthy was approached.
Being healthy
The core category, being healthy, refers to the process by which patients approached their health ideals. Being healthy included behavioral, emotional, cognitive, and pragmatic changes, all with the purpose of advancing toward a particular health ideal. For example, being physically active to reach an ideal weight; adopting a healthy diet to prevent high cholesterol; or making changes to reduce stress levels.
Being healthy co-occurred with the process of maximizing well-being. Being healthy was a process to reach a future health goal, whereas well-being was a state of mind in the present. Well-being included physical, mental, financial, spiritual, existential, social, and emotional aspects. A dilemma occurred among patients when there was a dispute between acts of being healthy and acts leading to well-being, e.g., stop smoking to be healthy versus smoking a cigarette to feel good. Patients resolved this in different ways, e.g., choosing wellbeing, choosing being healthy, or trying to balance the two. Well-being could be maximized with or without being healthy. Thus, in the process of approaching health ideals, through being healthy, sometimes incompatibilities with well-being had to be considered. The balance between the two was characterized by the patients' conditions for being healthy and how they managed being healthy.
Conditions for being healthy
Conditions for being healthy comprised three subcategories: patients' conceptions, drive, and resources regarding being healthy. The patients' unique set of conditions contributed to their expectations of the lifestyle promotion situation and interactions about being healthy.
Conceptions included definitions and attribution of responsibility, e.g., what does being healthy entail and who is responsible for me being healthy. Conceptions were individual and generated from knowledge about health, previous experiences, and influences from media and social networks, e.g., health service, workplace, or family.
… to try to change is one thing but deciding to change is another… then it was finished [smoking] .. once I decided I became more stubborn … it is up to the individual although you can get tips and advice.
Drives for being healthy were perceived to be essential to prevent illness or promote health and were internal or external. External drives could be prompts from family, a diagnosis, test results, or other tangible health risks. Internal drives could be recognition of needs and benefits or enjoyment and interest in being healthy. Now it is the risk for heart disease or something similar that you try to … minimize the risk for some time in the future.
Resources for being healthy were also internal or external. Internal resources included well-being and feeling resourceful, which led to a capacity for being healthy in the long term.
External resources included social support and welfare in life areas, e.g., financial stability, rewarding employment, or significant others keeping well. Instability in life areas made being healthy difficult because external resources become scarce and these life areas would in turn require support.
To have a job and feel well with family and friends around … if you don't have that, it is difficult to stay healthy.
Managing being healthy
During managing being healthy, patients tried to make changes that would bring them closer to their health ideals while maximizing well-being. Two subcategories emerged:
embracing and evading being healthy. The processes occurred simultaneously and are each a continuum.
Patients with optimal conditions primarily engaged in embracing being healthy.
Optimal conditions included internal drives and resources for being healthy. These patients successfully incorporated being healthy with well-being using more or less conscious regimens.
Embracing could be pragmatic (e.g., reducing barriers or making weekly shopping lists), behavioral (e.g., substituting juice with water), emotional (e.g., internal pep talk), or cognitive (e.g., goal setting). Lifestyle promotion predominantly offered patients support that facilitated pragmatic, behavioral, and cognitive regimens.
… there is always one that sits on your shoulder and says 'take some more'; 'no' says the other one; then you have to choose which one is the strongest.
Patients with suboptimal conditions primarily engaged in evading being healthy.
Suboptimal conditions included limited internal drives and resources for being healthy. These patients often chose well-being rather than being healthy. Several ways of evading emerged: avoiding uncomfortable or unfamiliar situations; forgetting when and where change was intended, leading to the adoption of change fizzling out; compromising, i.e., patients allowed themselves to take short cuts or cheat; and rebelling, when patients behaved in opposition to recommendations. Compromising and rebelling were conscious ways of evading. These were examples where interactions about being healthy could contribute to unhelpful ways of managing being healthy. Both could be direct responses of content or treatment. Compromising was also apparent with patients who attributed internal responsibility for being healthy but had scarce resources for being healthy.
I have all the tools. I know what to do and what I can handle, but even so, if I know that nobody is checking on me, I take shortcuts.
Interactions about being healthy
Interactions about being healthy consisted of patients sharing information (past experiences, current situation, and future needs) and handling the information they received (test results, recommendations, or advice). Patients did this with a varied degree of transparency depending on their expectations and appraisal of the situation.
Patients' expectations (implicit or explicit) were generated from patients' conditions for being healthy, and previous experience of managing being healthy and lifestyle promotion events. Expectations referred to their role as patients (e.g., responsibilities and obligations); the practitioner's role (e.g., which profession to meet, communication style, personality qualities) and the consultation (purpose, content and care preferences).
Patients continuously appraised the situation based on their expectations and accommodated their interactions accordingly. For example if the practitioner was perceived as trustworthy patients felt more comfortable and were transparent in how they shared and handled the information. Contrary, if the situation was appraised as negative, patients could become less transparent and, e.g., did voice worries or disagreements.
Thus, there was a continuous interaction between patients' expectations, appraisal and degree of transparency, e.g., can I trust this individual or is this relevant information for this meeting. High transparency was characterized by honesty and openness; low transparency by camouflaging and censoring. Low degree of transparency could result in that lifestyle promotion was less tailored to patients' preferences. Subsequently, these patients were less equipped to embrace being healthy.
I told her that I had been more active even though I hadn't because I thought she might get angry otherwise.
I mean you open up and we talk about everything, you have to open up and share what the problem is.
Typology of how patients approached being healthy
A typology of patient trajectories was generated based on the patients' characteristics regarding the categories. The typology illustrates how the categories are interconnected and occur in three phases, all of which are relevant for the implementation of lifestyle promotion.
The typologies are not constant, i.e., one individual could be one type at one point and another in the next (Fig. 2) .
Four patient types emerged from the data: resigned, receivers, coworkers, and leaders.
These types were predominantly passive or active during lifestyle promotion. Passive patient types attributed external responsibility to being healthy, had predominantly external drives and resources for being healthy, and had challenging experiences of managing being healthy.
During lifestyle promotion, passive types listened and gave short answers to questions. Active patient types attributed internal responsibility for being healthy, had internal and external drives and resources for being healthy, and had largely positive experiences of managing being healthy. During lifestyle promotion, active types would injected new angles on topics, asked questions, and gave comprehensive answers.
Resigned
Resigned type predominantly attributed external responsibility to being healthy. This type had no or scarce internal resources for being healthy. Thus, the resigned type depended on external support and had no or predominantly external drives for being healthy. This type resorted to evading rather than embracing being healthy before lifestyle promotion. Resigned type adopted a predominantly passive role during lifestyle promotion where a positive situation appraisal was central to a high degree of transparency. Positive situation appraisal together with a high degree of transparency was essential for embracing being healthy after promotion (Fig.   2a ).
Receivers
Receivers predominantly attributed internal responsibility to being healthy. They had scarce internal resources and drives for being healthy, which made it difficult to manage being healthy. However, this type had external resources for being healthy that could act as reminders for change. Receivers adopted a predominantly passive role during promotion and a positive situation appraisal was important for a high degree of transparency. Positive situation appraisal was not necessarily sufficient for a high degree of transparency. Despite showing an interest in receiving information and asking questions, transparency could be limited. Positive situation appraisal together with a high degree of transparency contributed to embracing being healthy after experiencing lifestyle promotion (Fig. 2b) .
Coworkers
Coworkers mainly attributed internal responsibility to being healthy. This type had both internal and external drives for being healthy. They also had some internal resources that made them less dependent on external resources. This type engaged more in embracing than evading being healthy before lifestyle promotion. Coworkers expected to have a predominantly active role and worked together with practitioners to reach a realistic solution or plan for being healthy. Accordingly, information sharing and handling were mostly transparent. Negative situation appraisal could lead to either a low or high degree of transparency. The higher the degree of transparency, the more embracing being healthy was facilitated (Fig. 2c). 
Leaders
Leaders attributed internal responsibility to being healthy. This type had both internal resources and drives that led to goal orientation and less dependency on external resources.
Leaders expected to have an active role by sometimes taking the lead in conversations. Leaders perceived themselves to be the primary stakeholder in the lifestyle promotion session and accordingly shared and handled information transparently. This type predominantly engaged in embracing being healthy before and after lifestyle promotion. Positive situation appraisal or a high degree of transparency was not important for this patient type to embrace being healthy after experiencing lifestyle promotion (Fig. 2d ).
Discussion and conclusion
This study aimed to explore and theorize how patients perceive, interpret, and react in lifestyle promotion situations in primary care. Three interconnected categories emerged from the data: conditions for being healthy, interactions about being healthy, and managing being healthy. The categories form a substantive theory of being healthy. The theory highlights the processes that are important for implementation before, during, and after lifestyle promotion. A typology of patient trajectories proposed four patient types: resigned, receivers, coworkers, and leaders. The typology illustrates how the categories are interconnected and how patient types differ across categories leading to different lifestyle promotion outcomes.
Discussion

Theory of being healthy
The theory of being healthy echoes prevalent theories about motivation and behavior change. Specifically, the categories managing and conditions for being healthy support other theories by highlighting both external and internal factors for staying healthy. For example, SDT proposes that varied extrinsic and intrinsic sources of motivation direct behaviors [27] .
Furthermore, COM-B suggests that an individual's capability, opportunity (physical environment) and motivation are important for future behavior [28] . By using a patient and process perspective, the theory of being healthy, contributes to how we understand lifestyle change and lifestyle promotion, and how these two interact in a process of being healthy.
Indeed, the patient typology illustrates how processes before, during, and after lifestyle promotion are interconnected. For example, patient types with suboptimal conditions before experiencing lifestyle promotion were more vulnerable to negative experiences during lifestyle promotion (e.g., not feeling listened to). In turn, negative experiences during lifestyle promotion could further worsen the conditions for change after lifestyle promotion. Thus, the findings bring together aspects of motivation and lifestyle behavior change within the implementation situation in an important way.
Patients' role in implementation
The findings suggest that patients coproduced the implementation of lifestyle promotion in an active or passive way. Patients appraised the situation, reacted, and acted in their interactions with practitioners. Specifically, through the degree of transparency, patients can steer lifestyle promotion. Research on patients' role in health care delivery have transformed from patient compliance (i.e., patients following the recommended treatment) to concordance whereby patients and practitioners are perceived as equals and the patients' role in care decision making is acknowledged [29, 30] . Implementation theory could be enriched by adopting a similar approach that would include perceiving patients as active or passive agents of implementation. This could be particularly important for the area of lifestyle promotion. For promotion to have an impact on health outcomes a commitment is required from patients, e.g., coproducing realistic plans for behavior change. Thus, prevalent understanding of the implementation of lifestyle promotion in health care could be improved if patients were seen as coproducers rather than receivers.
Recent implementation theory proposes that both patient and practitioner acceptability are important implementation outcomes. Acceptability refers to the perceptions among stakeholders that a treatment is agreeable. Acceptability changes over time according to experience and differs between treatments. Lack of acceptability challenges implementation [31] . The degree of transparency in the current findings may be an indicator of patient acceptability of lifestyle promotion illustrated by how patients engaged with and welcomed advice. This would suggest that patient acceptability is a result of expectations before and appraisal during lifestyle promotion. Furthermore, that patient acceptability can be increased or decreased during promotion depending on patients' appraisal.
Methodological strengths and limitations
Applying a patient perspective is a potential strength of the study. Previous research on the implementation of lifestyle promotion has mainly focused on practitioner perceptions, thus the current findings add to this research. Furthermore, the age range of the informants (30-78 years) was broad, and thus captured the target group for lifestyle promotion. Only 7 men compared with 15 women took part in the interviews. However, the findings did not suggest that the phenomena emerging from the data differed due to age or gender.
Conclusions
A substantive theory of being healthy emerged from the data. The theory highlights processes that are important for implementation before, during, and after the lifestyle promotion event. Patients coproduced the implementation of lifestyle promotion through the degree of transparency, which was a result of patients' expectations and situation appraisals.
The typology of patient trajectories suggested that different approaches are needed during lifestyle promotion depending on a variety of patient-related factors. The typology could guide practitioners in their lifestyle promotion practice.
Practice implications
Barriers for implementing lifestyle promotion have included insufficient training and worry about patient reactions [21] [22] [23] . The findings in this study indicated that there were individual differences in patient expectations, affirming practitioners' concerns for caution.
However, when lifestyle promotion coexisted with positive practitioner characteristics (e.g., trust and empathy), negative expectations were revalued. Thus, the findings may reassure practitioners and confirm the importance of a trustful patient-practitioner interaction, which is described repeatedly in the literature [18, 32, 33] .
The typology suggests that different approaches are needed during lifestyle promotion depending on a variety of patient-related factors before the promotion. Emotional support, trust, and empathy are more important for patient types with limited conditions before promotion, whereas brief advice suffices for other types. This is consistent with patient-centered care; however, the current study further illustrates the complexity of the issue [34] . Patient types with scarce conditions were more vulnerable to negative experiences during lifestyle promotion (e.g., unfulfilled expectations or treatment). These patient types often responded with destructive strategies (e.g., rebelling against practitioners' recommendations). Thus, failing to identify the most suitable approach could not only result in insufficient support but potentially leave patients worse off than before the promotion. This suggests that lifestyle promotion is an immense task requiring specialist competency, including the ability to identify the best approach for individual patients; this process requires taking patients' conditions for being healthy and managing change into account. However, the conditions in current primary care practice (e.g., time and resources) for implementing this type of practice may be limited. The typology could support and guide practitioners in identifying the best approaches for individual patients. The next step is to generate a screening tool based on patient typologies so that patients' conditions and experiences of being healthy are identified. For example, a screening tool could include questions to identify patients' conditions and experiences of managing being healthy before lifestyle promotion in order to tailor the advice and communication style.
Furthermore, reorganization solutions in primary care (e.g., coordinated care) could reduce the barriers to the practice of lifestyle promotion through access to specialized competency [35, 36] .
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